Name:  _______________

School:  _______________

     Date:  _______________            

Madison County Schools

Quarterly Audit

Title:  Audit of general medication administration in the school

Audit Statement:  Shall perform 100% of competency or will follow a corrective action plan developed from audit

DATE

SIGNATURE


CRITERIA (Theory)


of auditor with a check for pass



    or an X for needs follow-up

________

_______________

1.  States the six rights to medication 








     administration.

CRITERIA (Clinical)

________

_______________

1.  Demonstrates documentation of








     the six rights to medication 








     administration.

________

_______________ 

2.  Demostrates correct storage of








     medication and supplies in school

Evaluation:  Proved 100% competent at above skills during audit or will follow corrective action plan developed from this audit by school nurse.

